Palliative medicine as a specialty
We agree with your correspondents that general practice has no monopoly on holistic care, and that there is some way to go before all general practitioners can be said to exemplify it. The holistic approach does though have a long history in general practice, which has large numbers of practitioners for whom multiple problems in the same patient and constantly changing needs are the norm.
Our article on palliative medicine (November 1998 JRSM, pp. 568-572) acknowledges, at an early stagecontrary to the comments of Dr Backhouse (anuary 1999 JRSM, p. 53) that the hospice movement and the specialty of palliative medicine arose in response to exposed deficiencies in care of the dying. However, the factors described by Beeson remain conspicuously relevant. There can be no escaping the fact that the current disease-specific model for palliative medicine immediately excludes threequarters of patients it might otherwise seek to help. A basic tension remains too between the objective of integrating palliative careinto all clinical fields and the development of specialist services and training that perforce depend on regarding it as a separate function1.
We did not refer to the Calman-Hine report, as Professor Finlay notes (February 1999, JRSM pp. 100-101 ), in part because it is concerned only with cancer services and thus of little direct relevance to the main thrust of our argument against the current disease-specific model of specialist practice. A palliative approach early in the history of many conditions was independently advocated in our article and this need provides a potent argument against specialization. We agree that alienation may not be a problem in most hospices. However, 'palliative care' has sometimes been used as a euphemism for 'death imminent' and it can arouse such fears in some patients.
Dr We remain concerned that advocacy of additional resources, out of an inescapably finite whole, to some of those with cancer does militate against the interests of most dying patients. Certainly effective care for all dying patients-presumably Dr Sloan's 'Utopia' (February 1999 JRSM, p. 100)-will no more be found in an underresourced primary care team than in deluxe services for a selected minority.
If Professor Finlay's advocacy of general practice training as a valid entry qualification for specialist palliative medicine6 has been lastingly successful, this could be more effectively publicized as a triumph for objective observation of the skills used in palliative medicine.
Former general practitioners who have changed to specialist careers have little immediate need to fear for their jobs, but the social and political reasons for this are as important as their achievements in improving symptom control. 
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